Chapter XV 


Integrating Models and Disciplines 


1. Although I have described my personal conceptions and 
practices in this book on family therapy, I do not wish the 
reader to see it as just another rigid model which cannot be 
altered or varied. I have tried to cut through the barriers 
between disciplines, forms, and models, and take a look at 
the basic process that occurs in all relationships involving 
human beings, with particular emphasis on the therapeutic 
and family relationships. 


2. There is nothing sacred in a formula or model. The 
important thing is always the understanding and use of the 
formula in the here and now. Form is zot the same as 
process. 


a. Process implies movement. It is dynamic, not static. 


b. Process focuses not on the activity per se, but on the 
carrying on of the activity. 


c. Process is more a matter of “how” than of “what”; form 
and content are more matters of “what” than of “how.” 


d. One of the reasons why diagnostic labels can become 
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3. 


damaging is that they can easily become self-fulfilling 
prophecies, tending to freeze process into outcome. 


e. Process avoids dichotomies, since a person can be X at 
one moment in time and Y at another moment. 


f. Process is best described in verbs ending in -ing. 


The basic process which occurs in every relationship, 
regardless of content, structure, or form, is: 


a. an encounter 
b. between two people 


c. ata particular moment in time. $ 


The future of human relations disciplines and modalities 
lies in the integration of their various partial views of man 
in relation to the five basic parts of the self, which are: 


a. the mind 
b. the body 
c. the spiritual part of the self 


d. the report of the senses (the interaction between mind 
and body), and 


e. interaction with others (social relationships). 


All of us operate within multiple relationship systems, and 
our self-concepts and self-images are derived from the 
context of the system we are in at any particular moment in 
time. This means that identity is dynamic, constantly 
changing, and the individual has myriad potentials and 
contingency possibilities that are only neglected through 
prohibitions and sanctions preventing self-exploration and 
change. The limited individual has a limited self-image, 
which he derives from a limited context that prevents 
growth. 
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6. If one approaches therapy from an integrational viewpoint, 
it becomes clear that many fields not labeled as “human 
relations” disciplines had much to say about parts of the 
human gestalt long before human relations fields emerged. 
In my therapy and training, I make use of principles and 
ideas gleaned from the disciplines of dance, drama, religion, 
medicine, communications, education, speech, the behavioral 
sciences—and the physical sciences, from which the 
“systems concept” (on which my practice is based) first 
derived.* Integration, in theory and practice, of all the tools 
available to people for their growth is necessary before we 
begin to deal in fact with the “total person.” 


7. Proscribed, rigid psychotherapeutic practices are inadequate 
to meet the constantly changing growth needs of human 
beings. The truth of this statement is obvious from the 
points I have stressed throughout this book, namely: 


a. the need for the individual to observe himself in 
interaction, including the part he plays in the family 
system, 


b. the need to realize how his behavior and self-concept is 
circumscribed by the system itself, and 


c. the need for therapeutic reinforcement to make this 
knowledge available to family members and help them 
experience and practice new interactional behaviors. 


8. In my own treatment sessions, I tailor my treatment to meet 
the needs of the family. 


a. Irange from an intake interview that may last an hour 
and a half to sessions which last several or more hours. 
More recently, I have relied increasingly on “marathon” 
sessions, which means spending a weekend or longer 
with one or several families in order to have continuous 


*For a complete explanation of the systems concept, see Watzlawick, P., Beavin, J., 
and Jackson, D., Pragmatics of Human Communication, New York: W. W. 
Norton, 1967. 
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contact in a variety of contexts. In other words, time is 
flexible and variable. 


I see families and individuals in my office, outdoors, in 
their homes, in their places of work and recreation; i.e., 
anyplace it seems likely that we can experience new 
contexts and relationships. I visit the school and nursery, 
if indicated. In short, place is flexible and variable. 


Once I have seen the family together enough to have a 
good, comprehensive understanding of the total family 
system, I can see a particular family member in an 
individual session, or see certain family dyads or triads, 
or shift sessions from seeing one or two at a time to 
seeing the whole family together again, often in a single 
interview. I vary the sessions according to the need and 
my analysis of the family system. Often, I see more than 
one family together. In other words, the pattern of 
persons seen is flexible and variable. 


At times, I find it helpful to utilize & co-therapist or more 
than one co-therapist, either of the same sex or the 
opposite sex. Therefore, the pattern of therapists 
involved is flexible and variable. 


In addition to varying techniques and time patterns, I 
use many invaluable mechanical aids in therapy and 
training. I use both audio and video tape recorders to 
give instant feedback, or review earlier interactional 
episodes, or take a picture of the person who doubts that 
he looks angry or depressed or is giving other 
unconscious, nonverbal messages to others in interaction. 
I have increasingly utilized dancing, body movement 
exercises, music, art, drama, and games in order to 
provide the family with varying experiences in touching, 
seeing, hearing, feeling, and expressing. In short, 
techniques and tools for experiencing are flexible and 
variable. 


9. Naturally, none of these techniques has been established as 


“ideal” or “the most desirable,” and many new aids other 
than those I have described will doubtless be developed in 
the future. The important point is that whatever techniques 
are used, the focus should be on providing a new growth 
experience for the family or the individual. This means that 
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the therapist must be a person and a peer to the family and 
not a godlike figure who tries to hold himself aloof from the 
relationship system. 


The therapeutic modus operandi, which governs how much 
the therapist permits himself to become involved and in 
what way, depends heavily on the therapist’s models and 
beliefs about: 


a. what causes illness, 


a 


b. what makes illness go away, and 


c. what makes people grow. 


One can visualize today’s psychotherapy as being based 
generally on one of two models: 


a. the medical model, or 


b. the growth model. 


In the medical model, the cause of illness is believed to have 
its locus in the patient himself. It is believed that the illness 
is removed by destroying its source within the patient. 
Growth is expected to occur spontaneously once the cause of 
the illness is removed, thereby releasing pent-up energy for 
growth. In this model, the use of touch or closeness by the 
therapist is irrelevant, since the problem is within the 
patient. The psychoanalytic model is a perfect example of 
the medical model because here the patient lies on the 
couch, speaks from his “innermost” mind, and does not even 
have eye contact with the therapist. If the analyst adheres 
strictly to “non-directive, patient-oriented” techniques, even 
verbal contact is strictly limited. The assumption is that “I, 
the therapist, do nothing to stimulate you, so everything you 
feel and do is inherent in you.” Since it is impossible not to 
communicate, however, this assumption is a myth. 


The growth model is based on the notion that people’s 
behavior changes through process and that the process is 
represented by transactions with other people and with the 
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various parts of oneself. Illness is believed to be an 
appropriate communicative response to a dysfunctional 
system or context existing within the individual and other 
people in the family context. It'is therefore believed that 

» health develops when the system is changed to permit 
healthy responses and communication. The therapist, being 
an integral part of the therapeutic system, is intimately 
involved in the transactions, and anything he or she may 
offer the patient or patients to expedite learning and 
exchange is utilized to help the patient grow within the 
context of the relationship. 


14. If one uses the growth model, one must be willing to be 
more experimental and spontaneous than many therapists 
are. The necessity of flexibility in technique and approach, 
including particularly direct, intimate contact between 
patient and therapist, is thought to be basic. 


a. In growth therapy, techniques are not utilized to 
accomplish specific goals, such as increasing the father’s 
yearly earnings or making sure that junior goes to 
college. 


b. Growth therapy is based on the premise that people can 
be taught to be congruent, to speak directly and clearly, 
and to communicate their feelings, thoughts, and desires 
accurately in order to be able to deal with what is. 


15. To compare these models in action, let us imagine, for 
example, that a patient were to ask how the therapist has 
fun. 


a. In the medical model, the question would be considered 
irrelevant. 


b. In the growth model, the question would be considered a 
legitimate request for’ information. 


16. In the growth model, the therapist makes the point by~his 
own behavior that there is nothing which cannot be dealt 
with openly and honestly, nor is there any substitute in 
therapy or any human relationship for a human being’s 
learning to use himself and his own personality—not only 
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using himself to influence others but, when appropriate, 
letting go and being influenced by others. 


17. The therapist, because he is a person intimately involved in 
the relationship system, provides an example for growth, 
either positively or negatively. 


a. The vision presented by the traditional analyst is that of 
withdrawal, non-involvement, non-commitment, and the 
virtual elimination of looking, talking, and touching as 
effective means of communication in relationship. 


b. In the growth model, the therapist sets the example of 
an active, learning, fallible human being who is willing 
to cope honestly and responsibly with whatever 
confronts him, including his own vulnerabilities. 


18. In order to learn and to demonstrate what happens to an 
individual’s behavior when he operates within the context of 
one of the two models described, I have in recent years made 
increasing use of games—both in family therapy and in 
training professionals in various human relations 
disciplines. The major games I have developed for this 
purpose are: 


a. the simulated family, 
b. family systems games, and 


c. communication games. 
The Simulated Family 


1. The Bateson group, working in Palo Alto in 1954, came upon 
the notion that families are constrained by redundant 
behavioral patterns that occur over and over again outside of 
the family’s awareness. In attempting to demonstrate this by 
utilizing role-playing among the members of the group 
(Bateson, Jackson, Haley, and Weakland), they were 
surprised to find themselves developing strong feelings in 
relation to the behaviors they were merely acting out in the 
role of a particular “family” member. Further, they were 
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able to show that, by following certain simple rules, they 
could simulate, for example, the family of a chronic 
schizophrenic patient to such a degree that the recording of 
these sessions sent for “blind” diagnosis to various other 
investigators in the country was considered to be a tape of a 
real schizophrenic family. Even the voices of the researchers 
(who were well known to the other investigators) were not 
recognized, although no voice change had been intended by 
the so-called ‘“role-players.” 


I have had experience now with utilizing “simulated family” 
techniques with hundreds of different audiences and with 
many different professional groups, from physicians to social 
workers, teachers, and nurses. One comment should be made 
about the use of games for training purposes. A common 
reaction of professionals who have not participated in such 
games is that it is just “role-playing” and. therefore unreal. 
In all of my experience in using these games with many 
groups across the country, I have never encountered a 
person who did not, once involved in a game system, develop 
vivid “gut reactions” to the roles he played, particularly 
those roles which are contrary to his own self-image. It is 
very common for someone to say, after a particular game, 
“Now I know how Mrs. X feels and can sympathize with her 
ulcer problem! This sounds just like her. After five minutes 
of it, my own stomach is churning.” 


On one memorable occasion, a young social worker played 
the identified-patient daughter in a particular simulated 
family, while a general physician, interested in family 
therapy, was her simulated father. At the end of about forty 
minutes of family interaction, the “daughter” stood up, 
threw her arms around the older man and stated, “I really 
love you!” and he, with tears streaming down his face, 
stated, “It’s the first time I have ever really felt what I 
missed in not having a daughter.” 


Naturally, the technique of the simulated family is not 
used only to teach therapists but is invaluable in teaching 
real families about themselves. This can be done in two 
primary ways: 
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The therapist can have family members simulate each 
other’s behaviors. For example, mother may behave as 
she thinks father does, while father may play the part of 
his daughter, and the son may act out his conception of 
his mother’s behavior. 


The therapist can have the family members play 
themselves in a simulated situation, i.e., one that the 
therapist constructs from his understanding of their 
particular family system. For example, in a scapegoating 
family, the members may be required to act out a drama 
in which they are to pretend they are a different family, 
one in which little Johnny is the favorite. Mother is the 
one who is always being picked on by the other family 
members, and she puts up with it by being a martyr. 
The family can then be made acquainted with their 
behavior by the use of audio-visual tape, which is played 
back to them, and both family and therapist discuss how 
different or how similar various family members’ 
behaviors were in relation to their usual behaviors. 


Systems Games: 


1. A very useful tool for both training and therapy is what I 
call “family systems games.” I developed these on the basis 
of my observation over a period of time that all interactional 
systems can be classified as either open systems or closed 
systems. 


a. 


Closed systems are those in which every participating 
member must be very cautious about what he or she 
says. The principal rule seems to be that everyone is 
supposed to have the same opinions, feelings, and 
desires, whether or not this is true. In closed systems, 
honest self-expression is impossible, and if it does occur, 
the expression is viewed as deviant or “sick” or “crazy” 
by the other members of the group or family. 
Differences are treated as dangerous, a situation that 
results in one or more members having to figuratively 
“be dead to themselves” if they are to remain in the 
system. The limitations placed on individual growth and 
health in such a group is obvious, and I have found that 
emotional or behavioral disturbance is a certain sign 
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that the disturbed person is a member of a closed family 
system. 


An open system permits honest self-expression for the 
participating members. In such a group or family, 
differences are viewed as natural, and open negotiation 
occurs to resolve such differences by “compromise,” 
“agreement to disagree,” “taking turns,” etc. In open 
systems, the individual can say what he feels and thinks 
and can negotiate for reality and personal growth 
without destroying himself or the others in the system. 


2. Through the use of five basic “rules” of interactional 
patterns played by the original family triad (father, mother, 
and child) or by trainees taking these roles, I discovered that 
it is possible to simulate almost any family system,.closed or 
open, and to learn in the process. 


a. 


The first interactional rule dictates that a person is to 
handle differences by eliminating himself. In other 
words, he always agrees with others in the system 
regardless of how he really feels. 


The second rule is that one may handle differences by 
eliminating the others, by always disagreeing, finding 
fault, and blaming. 


In the third rule, one eliminates both self and other by 
preaching and/or rationalizing, being careful to keep a 
mask of non-movement and non-emotional involvement 
so that differences are supposedly handled on a 
“reasonable” basis. 


In the fourth rule, one eliminates self, other, and the 
context by being irrelevant, changing the subject, etc., so 
that both self and other find it impossible to negotiate 
differences openly. 


The fifth rule permits the inclusion of both self and 
other in the system, i.e., a person negotiates openly and 
clearly and permits others to do the same. 


3. On the basis of these five rules, I devised five sets of games 
to simulate, by shifting the component parts, any system of 
interaction. 
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a. The first set is called rescue games, in which rules 
number one, two, and four are played, i.e., one member 
of the original family triad always agrees, one always 
disagrees, and the third is always irrelevant. In most 
interactional systems, the same person plays by the same 
rule most of the time. Who plays by which rule is 
variable—i.e., Father can be the agreer, Mother the 
disagreer, and the child, the subject-changer; or Mother 
can be the irrelevant one, the child the agreer, and 
Father the disagreer. This pattern of interaction is very 
common in families that produce a schizophrenic 
member. , 

b. The second set of games is called coalition games, which 
are based on rules one and two. In other words, two 
people always agree and the third disagrees or two 
disagree and one agrees. The implications for people 
caught in this game are obvious. It requires some 
“disturbed behavior” in order for a person to disagree 
with two people when one of those is agreeing and one is 
disagreeing, or for a person to agree with two people 
who are disagreeing, etc. 


c. The third set of games, called lethal games, is made up 
completely of rule one. In such a system, everyone 
agrees with everyone else, at the expense of his own 
needs and satisfactions. This is a common interactional 
pattern in families that develop a high incidence of 
psychosomatic illness. 


d. The fourth set of games is called “proper and correct” 
games. Here everyone tries to be reasonable, regardless 
of how they feel. 


e. The fifth set of games is composed entirely of rule five, 
and I call it growth vitality games. In such a system, 
each person includes self and others in interaction by 
expressing himself and also permitting others to express 
themselves. 


. It is obvious that the growth vitality game does not exist on 
the same level as the first four games. The first four games 
are survival games, and the fifth simply occurs on the 
content reality level rather than on the survival level. In 
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such a game, people can either agree or disagree, in 
accordance with their experiential reality, and still remain a 
part of the system. 


I use these games in treatment and in training. They are 
invaluable in three major ways: 


a. 


They help real or simulated “families” to see and 
understand the nature of their own family system. 


They permit the family and the trainee to experience 
new interactional patterns (while experiencing new 
behaviors in their individual reaction patterns). 


By having a family play the full sequence of games, they 
can not only identify where they are but also where it is 
possible to go. By making the systems ‘explicit and 
ending with a “growth vitality game,” families and 
professional trainees can experience the movement from 
a pathological system of interaction to a 
growth-producing one. 


These games are not fixed and invariable. Within the 
general framework, the parts and variables can be shifted 
and rearranged to suit the needs of the occasion. 


a. 


Instructions are usually necessary, such as assigning the 
roles and describing what the participants must do (e.g., 
to always agree with whatever is said without using the 
words “I agree”). I usually assign a task for the group to 
carry out, such as, “Plan something you can do together 
as a family,” or, “Using these rules, tell each other how 
you feel.” From there on, they carry the ball any way 
they can. 


Sometimes I join in as a participant; sometimes, I 
observe. Sometimes, I interrupt or give new instructions, 
whispered to individuals or aloud to the whole family. 
Sometimes, I whisper a switch in role to one member, so 
the family can see what happens to a system when one 
member changes his rules of behavior without advising 
the other members. 
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c. Of course, it is of great importance that the family 
discuss their feelings and thoughts and reactions during 
and/or after the game. Strong emphasis is placed on “gut 
feelings,” i.e., the physical, body reactions to the role 
being played. For example, when an individual must 
always agree, he may experience body tenseness, tight 
stomach, deep anger, etc. One who “always disagrees” 
may experience body heat, shaking, and headache. The 
“super reasonable” one may feel dry. The “irrelevant 
one” may feel “crazy as a loon.” 


Communication Games: 


1. The third major category of games I have developed is a 
series of various interactional techniques that are great for _ 
teaching people to communicate more effectively and 
congruently, To ¢ date, the communication games have been 
used primarily with dyads, but it is not difficult to imagine 
expanding the idea to incorporate varied operational 


techniques. 


CJI hit upon these games due to my repeated observation that 
when a person delivers an incongruent or mixed message, 
he or she usually is “out of touch” with the listener, in that 
little skin and eye contact occurs. I discovered after some 
experimentation that people find it almost impossible to send 
out an incongruent message if they have skin and/or steady 
eye contact with the listener. In my efforts to teach my 
patients and trainees to improve their communications, I 
developed the following techniques. They are meant to be 


a. I place two persons (mother and aie father and 4 child, 
two trainees, etc.) back to back and ask them to talk. 
This is similar in form to some communications at 
home, with the wife in the kitchen cooking while her 
husband tries to discuss finances with her. 


b. Then I turn them around face to face and have them 
“eyeball” each other without touching or talking. A great 
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deal is learned when discussing this interaction, about 
the assumptions a person makes about the other’s 
thoughts and feelings when communication is verbally 
and sensorily constrained. , 


c. Ithen have the couple “eyeball” and touch each other 
without talking. 


d. They then are asked to touch (e.g., hold hands) with 
their eyes closed and without talking. 


e. They then “eyeball” and talk without touching. 


f. Finally, I have the couple talk and touch and “eyeball” 
and try to argue with each other. They find that it is 
impossible. They either enjoy the effort or are forced to 
pull back physically and divert their eyes to get angry. It 
is also very difficult to deliver an incongruent message 
when one is talking, touching, and looking at the 
listener. 


The most important part of these games is the therapist’s 
interventions and the discussions during and after the series, 
about the couple’s feelings, responses, and gut (bodily) 
reactions in relation to themselves, the other, and the 
interaction itself. 


yA final variation I will describe here is what I call the “blind 
walk.” This technique involves having one person (e.g., the 
wife) take another (husband, child, etc.) on a walk while the 
second party keeps his or her eyes closed. I ask the person 
“in charge” to make the walk as interesting as possible (for 
example, having the “blind” person sit, stand, feel objects, 
etc.) and to use his/her body freely to direct the partner 
without possible injury. They are not permitted to talk 
during the walk. Afterwards, we discuss their feelings— 
fears, doubts, sense of trust, enjoyment, etc. For couples with 
serious “trust” and “dependence” problems in their l 
relationship, this game can be particularly useful. 


All of the games described can be helpful or useless in 
therapy, depending on the ability of the therapist to enter 
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into the relationship system openly and flexibly. One must, 
above all, show the enthusiasm and personal commitment 

necessary to engage one’s patients in the spirit of learning, 
experimentation, and serious appraisal necessary to make 

the games a vivid new experience in interaction. 


I repeat once again that these games are not to be reified or 
labeled as techniques applicable only in the “innovative 
freedom of sunny California.” They can be added to, 
abbreviated, or revised in accordance with the therapist’s 
idiosyncratic personality and his clients’ particular needs, 
problems, and wishes. They are the forms, not the process, of 
therapy. The process still—and always—is the relationship 
between you and me, here and now. 


